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Objectives
• Clinical Transformation Overview.

• Outline the methodology of Assessing and Monitoring Utilization of Override Functionality.

• Recognize the differences between override and critical override.

• Identify the safety measures behind the best practice of reviewing override transactions on daily basis.

• Display the results of periodic review of the override list of medications, daily review of override 
transactions by pharmacy staff.

• Data Monitoring & Analysis.
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Paper Based System



Medication Delivery 
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Past vs Present Distribution
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❑ Automated Dispensing Cabinet (ADC) is a computerized medication 

distribution system that improves accuracy, increases efficiency and 

enhances patient safety. 

❑ The system is interfaced with the pharmacy system and allows nurses 

to access medications only after the order has                                          

been reviewed for appropriateness by a pharmacist.

Automated Dispensing Cabinets



ADC Benefits



On the Other Side!



Highlight 

As any technology introduced to 
healthcare setting had its risk and 
benefits, we need to monitor all  
aspects of ADC functionalities.



The system offers an “override” functionality where the medication can be 
withdrawn from ADC against a placed order on the system, but without pharmacy 
verification. To enhance the safety of this function, two things should be done:

• a multidisciplinary team should discuss and agree on a list of medications to be 
accessed by override and on the acceptable reasons for using this function.

• Pharmacy staff shall review override transactions on daily basis to ensure the 
availability of medication orders, review the appropriateness of override reason, 
and discuss discrepancies with the Unit Head Nurse. 

Override Function



Override Function

If a medication stored in a restricted ADC is needed,
but there is no active order on the patient profile,
permission to override may be allowed, although this
practice is discouraged.



Regular Override vs Critical Override

Critical Override: 

This function is only available during downtime. It allows nurses to 
withdraw any medication from ADC before the order is placed into 
the clinical information system. 



Override Function (Cont.)

• Role of Pharmacy and Therapeutics Committee.

• Hospital policy.

• Workflow design.



Examples of Medication Override List 
• Hydrocortisone vial 

• Diphenhydramine vial 

• Furosemide ampoule 

• Lidocaine 2% 50 ml vial 

• Heparin 1000 units/ml vial 

• Etomidate ampoule 

• Propofol ampoule 

• Glyceryl trinitrate S/L tablets 

• Fractionated plasma protein 

• Paracetamol 1 gm IV 

• Salbutamol nebulizer 

• Injectable Narcotics. 



ISMP Guidance on Proper ADC Use (2009)



ISMP Guidance on Proper ADC Use (2019)
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Our Experience with Tackling Overrides    
at NCCCR/HMC in Qatar  

• In April 2015, we started a quality improvement project to evaluate the 
override functionality in the National Center for Cancer Care and 
Research (NCCCR).

• The primary objective of this project was to optimize the frequency of 
overrides and the appropriateness of reasons for override.

• We worked on the numbers in the beginning, decreasing the number 
was our target until Dec 2016.



Review Process 

• On daily basis, we were checking all the overrides made against 
physician order availability.

• Appropriateness of the override reasons was also evaluated.  



Methods

• Data on the frequency of overrides and appropriateness of reasons were collected  
from the system-generated override reports on daily basis and documented in an 
excelsheet. 

• Data were analyzed on a monthly basis to identify any trends in the frequency of 
overrides and appropriateness of override reasons. 

• In order to ensure patient safety, the availability of physician orders were checked in 
the pharmacy system on daily basis.

• Any discrepancies identified were communicated through e-mail with head nurses 
and written justifications were requested.
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Findings

• Medication override is not without risk.

• Some orders were taken by override without mentioning a reason 
at all or mentioned an invalid reason.

• Lack of physician orders that were documented on patient records 
after override.
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• Although medication order was already on the pharmacy profile 
(therefore reviewed by a pharmacist), a nurse removed it via 
override.

• Some Medication errors related to override like wrong patient or 
wrong medication.
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Actions Taken

• Reviewed the type and frequency of medications removed using the 
override function.

• Determine if there are drug classes with safety concerns (e.g., opioids, 
electrolytes) to focus on when planning for override medication list 
changes.

• OVA (incident) reports were initiated when needed.
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Data Analysis

• Data were analyzed on a monthly basis to evaluate:

1. Frequency of overrides.

2. Appropriateness of override reasons.

3. Compliance of adding medication orders to the system.



Results

29



Number of Overrides 



Percentage by Units



Percentage by Drug Class



Medications by Name



Discussion

❑ The overall frequency of overrides decreased by 87% from   
942 transactions in April 2015 to 129 in March 2016. 

❑ From March 2016 - Dec 2016 we kept the same level,   
although we had two system upgrades. 
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Recommendations

• Periodic review of the hospital override medications list.

• Mandating the documentation of override reasons.

• Daily review of override transactions by a pharmacist or 
pharmacy technician. 



Where We Are Today
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Override
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Proportion of ADC Unjustified Overrides
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Thank You
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